Appendix 5
Sample CMS 1500 Claim Form — Physician Medical Services
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25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%E§IT Qgﬂnggg) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| 1 |
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. FHYSICIAN'S SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE
() certify that the statements on the reverse
apply to this bill and are made a part thereof.) I M. Ph yS I c I an
e MM/DDAYY 1 W. Williams
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(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0056 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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